The immediate mortality of subarachnoid haemorrhage (SAH) secondary to ruptured intracranial aneurysms is 43%. The studies by McKissock and his colleaguesl 2 3 comparing conservative and surgical treatments at six months showed that the overall results were not improved by surgery (mortality rate 35%). However, Pakarinen's4 study showed that those survivors from a first SAH who were managed conservatively, had a 35% mortality within a year and a 51 % mortality within five years, the remainder dying subsequently at a rate of 3-3 % per year. As the rate of rebleeding continues to be high in conservatively treated patients beyond six months after the first SAH, it is now generally accepted that surgery is justifiable, as long as the operative mortality is lower than the natural one.
The immediate mortality of subarachnoid haemorrhage (SAH) secondary to ruptured intracranial aneurysms is 43%. The studies by Mc- Kissock and his colleaguesl 2 3 comparing conservative and surgical treatments at six months showed that the overall results were not improved by surgery (mortality rate 35%). However, Pakarinen's4 study showed that those survivors from a first SAH who were managed conservatively, had a 35% mortality within a year and a 51 % mortality within five years, the remainder dying subsequently at a rate of 3-3 % per year. As the rate of rebleeding continues to be high in conservatively treated patients beyond six months after the first SAH, it is now generally accepted that surgery is justifiable, as long as the operative mortality is lower than the natural one.
Since the introduction of the operating microscope, the results of surgery for intracranial aneurysms reported by various authors have varied widely. The mortality has ranged between 3%,5 4-3%,6 6%7 and 15%.8 We present the operative results on a series of 256 patients with ruptured intracranial aneurysms. Selection was carried out exclusively on preoperative neurological status. The importance of various clinical factors in combination for prognosis has been discussed elsewhere. Here we are emphasising the results when age, blood pressure on admission, and neurological status are considered singly or in combination.
Patient population
The series consisted of 256 consecutive cases treated in Oxford during a five and a half year period. The patients ranged in age from 17 to 71 years with a mean age of 46 6 years. There were 113 (44 1%) men and 143 (55 *9%) women. All patients were admitted for subarachnoid haemorrhage (SAH). The interval between SAH and craniotomy ranged from one to 99 days with a mean of 13 7 
46-1%).
It will be noted that the death rate in hypertensive patients over 50 years in grade I was lower than that of both normotensive patients over 50 years and that of hypertensive patients under 50 in grade I.
Discussion
The importance of age in prognosis is well recognised.8 12 Our results show that even in the best of circumstances (that is no hypertension and grade I) the mortality rate of patients over 50 years is -three times as high as that of younger patients in similar clinical condition. The effect of hypertension and poor preoperative neurological state on surgical results have also been reported elsewhere.8 12 However, this study emphasises its importance in both young and older patients. A mortality rate of 32% in both hypertensive age groups warrants the treatment of hypertension prior to surgery in an attempt to see if results might improve. It is evident that normotensive patients under 50 years benefit from surgery even if their neurological state is not optimum (grades II and III). However, older normotensive patients in these grades do poorly. Surgery is justifiable in such patients only if ithe mortality rate is lower than the expected mortality for conservative treatment (that is 51 %, 5 years post SAH). On the other hand, it is clear that both young and older hypertensive patients in less than optimal conditions do badly. Some authors have already reported on the beneficial effects of long-term hypotension for the definitive treatment of ruptured aneurysms.13 14 We therefore suggest delaying surgery for three or four weeks post SAH in patients over 50 years or in any patients with hypertension so as to reduce the likelihood of postoperative vasospasm occurring.
Inspection of the population data showed that the incidence of post-operative vasospasm in patients aged over 50 years in grade I with hypertension (60 0%) was significantly lower than that of younger normotensives ( 
